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often, people are turning to the federal gov-
ernment to secure the force necessary to
take from others something that they are
not by right entitled to. I may have the right
to eat, but I don’t have the right to steal
someone else’s food. I have the right to have
children, but I don’t have the right to force
someone else to pay for my child’s food,
house, clothes or education. The decision is
mine; it therefore follows that the respon-
sibility is also mine. Many federal ‘‘entitle-
ment’’ programs, including Medicare, Medic-
aid and Social Security, are morally wrong
because they require, by threat of force, that
people give up part of what they earn so that
it can be redistributed to someone who did
not earn it.

But wait a minute, you say. All of the
above mentioned federal programs were cre-
ated by the will of the majority of Ameri-
cans, and it is therefore our civic duty to
contribute. My response to that is, ‘‘So
what?’’ My rights are not bestowed to me by
government or by a majority of the elector-
ate. They do not have the legitimate author-
ity to force me to contribute to programs
that are not enumerated in the Constitution.
In too many cases in the history of mankind,
the majority has used the power of govern-
ment to enslave the minority, or at least
create an unfair advantage for themselves.

Say that a congressman and a police offi-
cer were riding in a bus that was full of other
passengers. On the bus was a ‘‘rich’’ man,
who had one dollar more than the others.
The Congressman announced: ‘‘If you vote
for me, I will use the government’s police
power to take the dollar from the rich man,
and redistribute it to you.’’ A vote was held,
and the majority of those on the bus decided
the rich man should contribute his dollar for
the good of all the rest. The policeman seized
the dollar, and the congressman divided it
up. He gave 25 cents to the policeman, 25
cents was given to the people on the bus,
(which they immediately started fighting
over), and he kept 50 cents for himself. It
seemed that everyone, except the rich man,
was happy, but were they right?

In his first inaugural address, Thomas Jef-
ferson said of the ‘‘sacred principle’’ of our
federal government, ‘‘that though the will of
the majority is in all cases to prevail, that
will, to be rightful, must be reasonable; that
the minority possess their equal rights,
which equal law must protect, and to violate
would be oppression.’’ It could be argued
that it was wrong to take the dollar from the
rich man because he could have used it to
build a factory, employ everyone on the bus,
and thus create wealth for all.

My point is that it doesn’t matter what
you or I may think, the person who earns the
money is the only one with the right to de-
cide how to spend it, so long as doing so does
not infringe on your or my legitimate rights.
Jefferson continued by defining the ‘‘good
government’’ as being ‘‘wise and frugal,
which shall restrain men from injuring one
another, shall leave them otherwise free to
regulate their own pursuits of industry and
improvement, and shall not take from the
mouth of labor the bread it has earned.’’

The next time a politician promises you an
‘‘entitlement,’’ think about who he is going
to rob to pay for it. Ask yourself if, by ac-
cepting it, you would have to abdicate your
personal responsibility and therefore your
freedom. Ask yourself if you are legitimately
entitled to it because you earned it. If the
government has the power to ‘‘take from
Peter to pay Paul,’’ what is to stop it from
taking from both? Ask yourself why the poli-
tician isn’t battling to restore your lost lib-
erty.

Please understand that I am not against
charity. There are people who, through no
fault of their own, need temporary assist-

ance, and I believe we have a moral obliga-
tion to help them if we can. But to lose our
freedom, in the name of ‘‘charity,’’ by allow-
ing confiscatory taxation of our money, real-
ly only benefits politicians and bureaucrats.
This is not only dangerous, it is absurd.

Only by accepting our responsibility to
honor the rights of others can we hope to
protect our own rights. As Jefferson said,
only by protecting our rights can we hope to
‘‘regain the road which alone leads to peace,
liberty, and safety.’’

f

SUPPORT OF THE SCREENING AP-
PROACH ADOPTED IN THE
COLORECTAL CANCER SCREEN-
ING ACT, H.R. 1128

HON. ALCEE L. HASTINGS
OF FLORIDA

IN THE HOUSE OF REPRESENTATIVES

Tuesday, May 20, 1997

Mr. HASTINGS of Florida. Mr. Speaker, I
rise today to discuss important information on
the issue of colorectal cancer screening. Ear-
lier this year, I introduced the Colorectal Can-
cer Screening Act, H.R. 1128, which would
provide Medicare coverage for all available
colorectal cancer screening procedures includ-
ing the fecal occult blood test, sigmoidoscopy,
the barium exam, and colonoscopy. I hope
that Congress will soon consider colorectal
cancer screening as part of a package of pre-
ventive benefits to be included in Medicare re-
form legislation.

The purpose of my remarks today is to
share with my colleagues important recent
statements in support of the colorectal cancer
screening approach taken in H.R. 1128 by the
American Cancer Society, former Virginia
Governor L. Douglas Wilder, and the Wash-
ington D.C. Chapter of the NAACP. The
Colorectal Cancer Screening Act is the only
legislation in the House which provides cov-
erage for all available colorectal cancer
screening procedures, including the barium
exam, allowing doctors and patients to choose
procedures, rather than the Federal Govern-
ment. H.R. 1128 is also important because it
is the only House legislation which assures
that adequate screening options will be avail-
able to meet the screening needs of African-
American Medicare recipients.

In remarks submitted last Congress, I cited
several medical studies which show that Afri-
can-Americans disproportionately develop can-
cer in the right side of the colon, the portion
of the colon that is beyond the reach of
sigmoidoscopy, a common screening proce-
dure. These studies make clear that a proce-
dure, such as the barium exam, which can
screen the entire colon, must be made avail-
able to meet the needs of African-American
patients. The barium examination is the safest
and most cost-effective way to screen the en-
tire colon, and is one of only two procedures
which can image the entire colon. The studies
also indicate that colorectal cancer screening
programs that do not include barium exams
are inadequate for African-Americans.

The American Cancer Society recently re-
leased its new colorectal cancer screening
guidelines. These screening recommendations
were produced as a result of a comprehensive
examination of all available information regard-
ing the cost and availability of various screen-
ing procedures. One of the significant changes

from earlier versions is that the ACS now rec-
ommends the barium enema as one of the op-
tions for the initial screening of average and
moderate-risk individuals over age 50. The
American Cancer Society recommendations
are as follows:

* * * the National Board of the American
Cancer Society recently approved new
colorectal guidelines which provide clear
guidance to practitioners and their patients
for the early detection of colorectal polyps
and cancer at various levels of risk. These
guidelines include the following:

For average risk individuals (65 percent–75
percent of cases), the American Cancer Soci-
ety recommends annual fecal occult blood
test plus sigmoidoscopy every 5 years; or
colonoscopy every 10 years or double con-
trast barium enema every 5 to 10 years. Test-
ing should begin at age 50.

For moderate risk individuals (20 percent–
30 percent of cases), the American Cancer So-
ciety recommends colonoscopy or a total
colon exam, which includes colonoscopy or
double contrast barium enema, depending on
family history and the size of the polyps.
Testing interval and age to begin depend on
initial diagnosis and family history.

For high risk individuals (5 percent–8 per-
cent of cases) with a history of familial ade-
nomatous polyps, the Society recommends
early surveillance with endoscopy, counsel-
ing to consider genetic testing, and referral
to a specialty center. Testing should begin at
puberty. For high risk individuals with a
family history of hereditary non-polyposis
colon cancer, the Society recommends
colonoscopy and counseling to consider ge-
netic testing. Testing should begin at age 21.

In addition, former Governor L. Douglas
Wilder recently wrote a commentary in the
Richmond Times Dispatch, which discussed
the importance of prostate and colorectal can-
cer screening procedures. His comments sup-
port the colorectal cancer screening approach
adopted in H.R. 1128. Governor Wilder’s com-
mentary follows.

Finally, the Washington Branch of the
NAACP wrote a letter to the House Ways and
Means Health Subcommittee on the impor-
tance of colorectal cancer screening for Afri-
can-Americans. The letter written by the
NAACP supports the screening provisions of
H.R. 1128 and barium exams. The letter fol-
lows.

I commend Governor Wilder and the Wash-
ington Branch of the NAACP for their involve-
ment in this issue, and I urge my colleagues
to read and examine all of the aforementioned
statements.

Mr. Speaker, colorectal cancer screening is
an important part of providing preventive serv-
ices to our Nation’s seniors, a concept which
I strongly support. However, it is also impor-
tant that colorectal cancer screening legisla-
tion meet the needs of our Nation’s seniors.
There is an emerging consensus that barium
exams must be included in colorectal cancer
screening legislation. I urge my colleagues to
join this consensus by supporting the provi-
sions of H.R. 1128, the Colorectal Cancer
Screening Act.

[From the Richmond Times-Dispatch, Apr. 6,
1997]

BLACKS NEED BETTER ACCESS TO SCREENING
TESTS FOR CANCER

(By L. Douglas Wilder)
RICHMOND.—A recent symposium on ‘‘Race

and Health Care as We Approach the Twen-
ty-First Century’’ at Virginia Common-
wealth University was the first of what will
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be annual topical discussions on matters of
utmost concern to all of us. I was privileged,
in my post at the Center for Public Policy,
to convene the two-day meeting. Partici-
pants included scholars who have achieved
national acclaim for providing solutions to
the problems; they represented a broad spec-
trum of women, minorities, academicians,
practitioners, and others. The participants
discussed not only the unique challenges
faced by African Americans in health care,
but also the obstacles they face in gaining
access to adequate screening for certain
kinds of cancer.

At a time when President and Congress are
considering measures to provide preventive
screening to the Medicare population for cer-
tain cancers, it is essential that we consider
the differences in how cancer manifests itself
in American Americans, and what this
means to appropriate screening.

The challenge is particularly acute for
prostate and colorectal cancers. The data on
these diseases are clear and simple: While
the nation’s focus has been on the 40,000
deaths each year from AIDS and the more
than 44,000 deaths each year from breast can-
cer in the United States, it is important to
recognize that colorectal cancer will claim
more than 50,000 and prostate cancer more
than 42,000, Americans in 1997. For African
Americans, the statistics are particularly
frightening, as African Americans are struck
more frequently than, and differently from,
other Americans. And surprise, surprise,
there are no genetic or hereditary defi-
ciencies that account for this.

For prostate cancer, African Americans
males have the highest incidence in the
world—66 percent higher than white men,
with a mortality rate more than two times
higher. If detected while localized, the five-
year survival rate for prostate cancer is 99
percent. For colorectal cancer, the mortality
rate among African Americans continues to
rise, even as the American Cancer Society
reports declines in colorectal cancer among
other segments of the population.

African Americans who get colorectal can-
cer are 50 percent more likely to die of the
disease than others in this country. In addi-
tion, the disease affects African Americans
differently from the way it affects white
Americans: The National Cancer Institute’s
Black/White Cancer Survival Study found
that African Americans have a greater tend-
ency to get colorectal cancer in the right
colon—the portion not reached by
sigmoidoscopy—than other Americans, ex-
plaining, at least in part, the higher mortal-
ity rate from the disease. These data illus-
trate the special importance of regular pros-
tate and colorectal screening for African
Americans to detect these cancers at the
earliest stages and, to the extent possible,
correct the disparity in the incidence of the
disease.

What can be done to meet the challenge of
reducing the mortality rate for these cancers
among all segments of the Medicare popu-
lation? I am pleased to see that Medicare
coverage for preventive screening benefits is
one area where President Clinton and Repub-
lican congressional leaders appear to agree.
President Clinton has recognized the impor-
tance of preventive screening, and his FY
1998 budget proposes to extend Medicare cov-
erage to including screening for prostate and
colorectal cancer, as well as other preventive
benefits. In addition, a group led by Repub-
lican Congressmen Bill Thomas and Mike
Bilirakis, who head the two key Health Sub-
committees in the House of Representatives,
has introduced legislation to provide similar
benefits under Medicare. Similar efforts are
underway in the U.S. Senate as well. With
bipartisan support, these important
screenings will be available to all elderly
Americans served by Medicare.

The extension of Medicare coverage to in-
clude these new benefits may screening of
the entire colon—with colonscopy or barium
enema—possible for early detection of
colorectal cancer. Key members of the U.S.
Congress have adopted an approach that pro-
vides appropriate choice for patients in the
Medicare population, including the African
Americans population and other Medicare
recipients who prefer a comprehensive
screening option. Congressman Norman Sisi-
sky of Virginia, himself a colorectal cancer
survivor, has taken a leading role in advo-
cating regular preventive screening and has
indicated that his ‘‘mission in the 105th Con-
gress [is] to enact Medicare coverage for
colorectal cancer screening.’’

Congressman Sisisky has supported the ex-
cellent work of Congressman Alcee Hastings
and Senator John Breaux, who in the 104th
Congress introduced legislation in the House
and Senate to provide Medicare coverage for
colorectal cancer screening and who are like-
ly to do so again in the 105th Congress. Their
approach has also been supported by a num-
ber of members of the Congressional Black
Caucus, including the distinguished Ranking
Member of the Ways and Means Committee,
Congressman Charles Rangel. Caucus mem-
bers know and understand the special needs
of the African American population and are
personally committed to providing appro-
priate screening options to accommodate
those needs.

Legislation alone will not be enough to
persuade Americans—including African
Americans—to undergo preventive screening.
A broad public education campaign is needed
to foster serious discussion about the bene-
fits of these screening procedures for all
Americans. I hope part of this campaign will
provide African Americans with information
about the special impact of these cancers on
our population, and about our special screen-
ing needs. I am pleased that the American
Gastroenterology Association recently pub-
lished recommendations for regular
colorrectal cancer screening, which rec-
ommended procedures appropriate for the
African American population. I understand
the America Cancer Society will also be issu-
ing its recommendations for preventive
colorrectal cancer screening.

It is vitally important that preventive
screening be covered by Medicare and that
all Americans—have access to affordable, ap-
propriate screening methodologies. Now is
the time to act. I challenge President Clin-
ton and the Republican-led Congress to make
good on their promise to the American peo-
ple that the next two years will be ones of
action rather than delay and partisanship.

In this instance, the lives of tens of thou-
sands of elderly Americans could be saved
and their quality of life improved if Presi-
dent Clinton and the Congress have the cour-
age to meet the people’s challenge to work
together for the common good.

NATIONAL ASSOCIATION FOR THE
ADVANCEMENT OF COLORED PEOPLE,

Washington, DC, March 27, 1997.
Hon. WILLIAM THOMAS,
Chairman, Health Subcommittee, House Ways

and Means Committee, U.S. House of Rep-
resentatives, Washington, DC.

DEAR MR. CHAIRMAN: I would like to com-
mend you for convening a hearing on the
issue of Medicare coverage for preventive
benefits. The legislation you have intro-
duced, the Medicare Preventive Benefits Im-
provement Act, H.R. 15, is a good first step
towards addressing the health concerns of
African Americans, who suffer disproportion-
ately from diseases such as breast cancer,
prostate cancer, and colorectal cancer. While
I support the overall effort to enact preven-
tive benefits legislation represented by H.R.
15, I believe that significant changes need to

be made to address the colorectal cancer
screening provisions of this legislation,
which I believe are inadequate for screening
the African American population.

You and I would agree that preventive
screening is the key to detecting colorectal
cancer in its earliest stage, so colorectal
cancer can be treated and removed before it
becomes fatal. It is my understanding that
over the years you have supported several
bills that provide Medicare coverage for
colorectal cancer screening, and I applaud
your efforts.

However, I am very concerned about the
impact of H.R. 15 on the African American
community. As it stands now, African Amer-
icans who develop colorectal cancer have a
fifty percent greater mortality rate than the
general population. In addition, medical
studies have shown that African Americans
disproportionately develop cancer in the
right side of the colon, which means that Af-
rican Americans need access to screening
procedures that can view the entire colon.
Legislation that provides for screening with
only fecal occult blood tests and flexible
sigmoidoscopy is inadequate to meet the
screening needs of African Americans. In ad-
dition, the high-cost and risk associated
with colonoscopy also make this procedure
an inadequate solution for screening African
Americans for colorectal cancer. African
American patients and their doctors should
be given a choice of all available options.

As mentioned, the issue of choice is crucial
for African American patients and their doc-
tors when deciding which procedures to use
for colorectal cancer screening. The Medi-
care Preventive Benefits Improvement Act
(H.R. 15), does not provide Medicare coverage
for all commonly used colorectal cancer
screening procedures, and therefore, limits
the choices of doctors and patients. This leg-
islation would have a devastating effect on
screening for African Americans, who would
be denied access to one of the most cost-ef-
fective procedures for screening the entire
colon, the barium enema. This lack of access
to such an important screening procedure
will needlessly cost thousands of lives.

Colorectal cancer screening is an impor-
tant issue for all Americans, not only Afri-
can Americans. Patients and doctors, wheth-
er they are African American or not, should
decide which screening procedures are appro-
priate—not the federal government.

I urge you to support the provisions in-
cluded in bi-partisan legislation introduced
by Congressman Alcee Hastings and co-spon-
sored by members of the Congressional Black
Caucus which provides Medicare coverage for
colorectal cancer screening using all com-
monly used procedures including fecal occult
blood tests (FOBT), flexible sigmoidoscopy,
colonoscopy, and the barium enema. Con-
gressman Hastings’ legislation, the
Colorectal Cancer Screening Act, provides
the same Medicare coverage for FOBT, flexi-
ble sigmoidoscopy, and colonoscopy as H.R.
15, but also corrects a significant omission in
H.R. 15 by including the barium enema. I be-
lieve that Congressman Hastings’ provisions
should be included in H.R. 15 to give all
Americans a complete choice of colorectal
cancer screening procedures.

Once again, thank you for your work to
support and promote Medicare coverage for
preventive benefits. As a supporter of Medi-
care coverage for preventive services, I also
thank you in advance for pursuing the pas-
sage of inclusive colorectal cancer screening
legislation which is not biased against Afri-
can Americans.

Please include these remarks in the record
of your March 13, 1997 Health Subcommittee
hearing.

Sincerely,
REV. MORRIS L. SHEARIN,

President.
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